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can be made when the service was emergency in nature or when it is determined
reasonable and would have been approved {f preauthorization had __been

requested. (7-15-87)
01. Scope of Coverage and General Requirements. (7-1-93)
a. _The Department will reimburse for necessary transportation to

and from providers of Medicaid approved medical services for a Medicaid recip-

jent. Qut-of-state transportation will not be reimbursed without obtainin
authorizations required in Subsection 015.03. (2-15-933

i. The Department or its designee may authorize the cost of an
attendant or one (1) immediate family member to accompany_ the recipient, if
necessary, and the cost of the_attendant's immediate family member's transpor-
tation, meals 1od$1ng and salary for the attendant, if he is not a member of
the recipient's Ttamily. The Department will not pay room and board costs for
an attendant once the recipient being escorted is admitted to an_ jnpatient
facility. The Department wil]l pay room and board costs to one (1) immediate
family member while the recipient is inpatient in a facility. (5-4-34)

ii. For any out-of-state_ reguests for transportation costs, the
Department or _its designee will only authorize transportation costs to the

nearest available medical facility. (2-15-93)
. b. If grivate car transportation is wused, the Degartment must
authorize payment for such transportation at rates established by the Depart-

ment. The private carrier is responsible to provide all necessary insurance at
no cost to the Department. -15-93)

c. If other than private transportation is used, the transportation
must be the Teast expensive yet the most appropriate form %va11ab1

e.
11-10-81)

d. Reimbursement is to_be made by the  Department for  necessary
transportatign to any person, including but not limited to the recipient, or 2a
relative or friend oT the recipient. (1-16-80)

) e. Preauthorization of transportation for a MA recipient to consult
with or be treated by a provider of medical care at a distant point, either in
or out-of-state, 1is required. For purposes of these rules, a “distant point”
is defined as more than ten (10) miles from the_ _recipient's residence.

The
Department or its designee must determine the following: (2-15-93)

i. That adequate and comparable medical services are not available
Jocally. When the services are available locally and/or more than one service
grov1der is within the local_area, the Department's reimbursement is limited
o round trip mileage to the closest provider of the necessary service; and

(2-15-93)

) ii. That an appointment has been made with a provider at the dist
point; and (i1~10-

a
8
. iii. If applicable, that a referral has been made by the patient
attending physician; and 81-16-8
}v. When lodging is requijred, the Department or its designee wi
preauthorize it insuring that_the least expensijve %et most appropriate lodging

is provided. Receipts  for lodging must be attached to the appropriate claim
form submitted to the Department’ (2-15-93)

. v. Transportation will not be authorized unless out-gf-state care
authorizations have been obtained as required in Subsection 015.03. Exceptions
to this requirement are: Veteran's Hospitais and spec1a1t% hospitals which do
not make a charge to the general public. Therefore, no authorization for_ _hos-
pitalization is made by Medicaid. (2-15-93)
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vi. The Department or its designee will not authorize transportation
and/or lod 1n% when other sources are available at minimal or no cost such as
Red Cross, Easter Seal Society, Cancer Society, fraternal and church organiza-
tions, Ronald McDonald Houses, and other private or social agencies which_proc
vide transportation and/or lodging. (2-15-93)

f. The Department will only authorize meals when overnight _travel
to a distant point is required and cooking facilities are not available at a
reasonable cost. The actual cost of the meals will be authorized wup  to_ the
amount allowed by the State Board of Examiners for state employees. (2-15-93)

 02. Ambulance Service. Ambulance service is reimbursable in emer-
8$2gy situations or when gr1or authorization has been obtained from the_  Field

ice. Payment for ambulance services is subject to the following limita-
tions: oY (11-10-81)
) ~a. If a MA recipient is also a Medicare recipient, a provider must
first bill Medicare for services rendered; and (11-10-81)

b. _If Medicare does not pay the entire bill for ambulance service,
the provider is to secure an "Exg]anat1on of Benefits” (EOB% from Medicare,
attach it to the appropriate claim form and submit it to the Departiment; an

(11-10—813

c. . For Medicare recipients, the Department will reimburse providers
for deductible and co-insurance not to exceed the usual and customar{ fees;
and (11-10-81)

d. The Department's payment for ambulance services is not to exceed
usual and customary charges as determined by Medicare; and (11-10-81)

. e. Before payment is made by the Department, a MA recipient must
utilize any available insurance benefits to pay for ambulance services.

11-10-81)
f. If an emergency does not exist, Erior written authorjzation to
use ambulance services must be secured from the Field QOffice. (11-10-81)

. g: Each billing invoice for ambulance service must have prior
authorization attached, if appropriate, and be submitted to the Department for
payment. (11-10-81)

h. Ambulance service must be medically necessary and reasonable in
order to be covered by MA. Medical necessity is established when the

recipient's condition 1s such that use of any other method of transgortation
would endanger his life. (11-10-81)

03. _Destination. Only local transportation by ambulance is covered.
In exceptional situations where the ambulance transportation originates beyond
the locality to which the recipjent was_transported, full payment may be made
for sych services only if the evidence c]ear1¥_e§tab11shes hat such _institu-
tion is the nearest one with appropriate facilities. (11-10-81)

04. Air Ambulance Service. In some areas, transportation by airplane
m:y qualify as ambulance services. Air ambulance services are cozered onl
when:

11-10-81
a. The point of jckup is 1inaccessible by land vehicle; or
P prckdp (11-10-81)
.. b. Great distances or other obstacles are involved in getting the
recipient to the nearest appropriate facility and speedy admission is essenc

tial; and (11-10-81)
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01. In General, Each Field Office staff person is to be alert to the
health needs of recipients as a part of the provision of social §§FV1CES'

0-81)
02. Information. (7-1-93)

a Recipients must_be informed by the Field Office of the amount,

scope, and duration of medical care and services available through MA, and the
steps necessary to secure the services. '(11-10-81)

b. _Medical consultation is available to the Field Office on behalf
of a MA recipient through the Bureau. (11-10-81)

. c. Informational and training brochures are avajlable to the Field
Office throu?h the Bureau goncern1ng.med1ca] problems, diagnosis and treat-
ment, the implications of serious disabilities and illnesses, and _the social

services available to families and persons suffering from serious illnesses o
disabilities. (11216281
156. -- 159. (RESERVED).
160. LONG-TERM CARE. (1-16-80)
01. Care and Services Provided. (1-16-80)
.a. _ Nursing Facility Care. The minimum content of care and services
for nursing facility patients must incliude the following (see a]so%%Oiogzi
i.  Room and board; and (1-16-80)
ii. Bed and bathroom linens; and (1-16-80)
iii. Nursing care, including special feeding if needed; and (1-16-80)
iv. Personal services; and (1-16-80)
v. Supervision as required by the nature of the patient's jllness;
and P A Y - P (1-16-80}
vi. Special diets as prescribed by a patient's physicjan; and
P P y p | phy (3%16-809

. . yii. A1l common_ medicine chest _supplies which do not require a
?hys1g1an s prescription including but not limited to mouthwashes, analgesics,
]gxat1ves, emollients, burn ointments, first aid ¢ream, protective creams and

iquids, ‘cough and cold preparations, and simple eye preparatzgnié 58?
viii. Dressings; and (1-16-80)
ix. Administration of intravenous, subcutaneous, and/or

intramuscular injections and 1infusions, enemas, <catheters, _bladder
irrigations, and oxygen; and (1-16-80)

x. Application or administration of all drugs; and (1-16-80)

xi. A1l medical supplies including but not 1limited to gauzes,
banda?es, tapes, comgresses cottons, sponges, hot water bags, ice bags, dis-
e s

pasab yringes, t ermomefers, cellucottan or any other type of pads_used to
save labor or Tinen, and rubber gloves; and _ (1-16-80)
xii. Social and recreational activities; and (1-16-80)
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xiii. Items which are utilized bg individual patients but which
are reuseable and expected to be available, such as bed rails, canes
crutches, walkers, wheel chairs, traction equipmént, and other durable medical
equipment. (11-10-81)

(7-1-94)

b. Intermediate Care-Mentally Retarded. The minimum content of care
ices for ICF/MR must include the services identified in ~Subsection
and Manual Subsection 180.08, and social and recreational %ct1v1-

94)

c. Direct Care Staff. Direct Care_staff in _an ICF/MR are defined as
the present on-duty staff_calculated over all shifts in_a 24-hour perigd _for
each defined residential livung.un1t. Direct care staff in_an ICF/MR include
those employees whose primary duties include the provision of hands-on, face-
to-face contact with the clients of the facility. This includes both_regular
and live-in/sleep-over staff. It excludes professionals such as psychologists
nurses, and_others whose primary job duties are not the _provision” of direct

care, as wel] as managers/ supervisors who are responsible for the supervision
of staff. ES-ZS-

- s
&<

) d. Level of Involvement. Level of involvement relates to the sever-
ity of an MA recipients mental retardation. Those levels, in decreasing level
of severity, are: profound, severe, moderate, and mild. =25-93)

. e. Direct Care Staffing Levels. The reasonable level of direct care
staffing provided to an MA recipient in an ICF/MR setting will be dependent
upon _the Tlevel of involvement and the need for servicés and supports of the
recipient as determined by the Department, or its representative, and will be
subject to the following constraints: Y7-1-9

L i. Direct care_staffing for a severely and profoundly retarded
recipient residing in an ICF/MR must be a maximum of ~68.25 hours p%g deg§j

. . ii._ Direct care_staffing for a moderately retarded recipient resid-
ing in an ICF/MR must be 1limited "to a maximum of 54.6 hours pe5 week

25-93)

iii. Direct care staffing for a mi1d1§ retarded recipient residing in
an ICF/MR must be Timited to a maximum of 34.125 hours per week. (5-25=93)

f. . The_ annual sum tota]l_ level of allowable direct care staff hours
for each residential }iving unit will be_determined in the aggregate _as the
sum total of _the level of staffing allowable for each_resigent residing in
that residential living unit as determined in Subsection 160.01.e. (5-25-93)

. . Phase-in Period. If enactment of Subsection 160.0l.e. requires a
facility to reduce its level of direct care staffing, a_ six month phase in
period will be allowed from the date of the_ enactment of this section, without
any resu1t1n% disallowances. Should disa]llowances result, the hourly rate of
direct care staff used in determining disallowances will be the weighted aver-
age of the hourly rates paid to a facility's direct care staff, plus the asso-
ciated benefits, at the end of the phase-in period. (5-25-93)

. Exceptions. Should_a provider be able to show convincing evi-
dence document1n? hat the annual aggregate direct_care hours as allowed under
this section will compromise their abjlity to supply adequate care to the cli-
ents, as _reguired .{ federal regulations and_state rules, within an_ICF/MR
residential Tiving unit and that_other less costly options would not alleviate
the situation, the Department will approve an additional amount of direct care
hours sufficient to meet the extraordinary needs. -25-

02. Conditions of Payment. (2-25-93)

PAGE 145



MEDICAL ASSISTANCE IDAPA 16.03.09

a. _ As a condition of payment by the Department for Tlong-term care
on behalf of MA recipients, eacﬁ ¥u11y 1¥censed ?ong-term care_facility is to
be under the supervision of an administrator who is currently licensed under
the Tlaws of the state of Idaho and in accordance with the rules of the Bureau
of Occupational Licenses. (5-25-93)

b. Nursing facilities and ICF/MR facilities will be _reimbursed in
accordance with Idaho Degartmeqt of Health_and Welfare Rules, T1tle 03, Chap-
ter 10, "Rules Governing Medicaid Provider Reimbursement in Idaho."- (5-25-93)

. 03. Eost-e]igibi]ity Treatment of Income. Where an _individual is
determined eligible Yor MA part1c1gat1on in_the cost of his long term care,
the Department must reduce its payment_to_the long term care facility by _the
amount of his income considered available to meet the cost of his care. This
determination_is made in accordange with Idaho Department of Health and Wel-
fare Rules, IDAPA 16.03.05.585., "Ruies Governing Eligibility for Aid for Fam-
ilies with Dependent Children (AFDC)." (5-25-9

a. The amount which the MA recipient receives from_SSA as reim=
rsement for his payment of the premium for Part B of Titie XVIII gMed1care)

not considered income for ?atlent liability (see Subsection 165.02. and
aho Departpent of Health and Welfare Rules Title 3, Chapter -5, Subsection
§38§'ﬁ" 'Rules Governing Eligibility for the Aged, Blind and(g1§gb;§§

. b. Payment bx the Department for the cost of long term care is to
include the _date of the recipient's discharge only if the discharge gccurred
after 3 p.m. If a Medicaid patient dies in a nursing_home, his date” of death
is covered regardless of the time of o¢ccurrence. If an admission and a dis-
char%e occur on the same date, then one (1) day of care shall be d%TTe? 8%?
exist. -1-

04. Payments_ for Periods of Temporary Absence, Payments may be made
for reserving beds in long-term care facilities for recipients during their
temporary absence if the’ facility charges private paying patients for reserve
bed days, subject to the following limitations: (10-22-93)

a. Facility Occupancy Limits, Payment for periods of temporar
absence from 1long term care facilities will not be made when the number o
unoccupied beds in the facility on the day preceding_the period of temporar
absence in question is equal to or greater than the“larger of: 4-6-83

i. Five (5) beds; or (4-6-83)

ii. Five percent (5%) of the total number of licensed beds in the
facility. percent  (5%) (4-6-83)

b. . Time Limits. Payments for periods of temporary absence from Ton
term care facilities will be made for: (4-6-83?

i. Therapeutic home visits for other than ICF/MR resjdents of up to
three (3) da¥s er visit and not to exceed a total of fifteen (15) days in any
consecutive twelve (12% month period so long as the days are part'of a_treat-
ment plan ordered by the attending physician. (12-22-88)

Ji, - Therapeutic home visits for ICF/MR residents_of up to thirty-six

(36% days in any consecutive twelve (12) month period so long as _the days are

part of_a written treatment g]an ordered by the attending physician. Prior
e

agg oval from the RMU must obtained for any home visits exceeding fourteen
( 5 consecutive days. ?10-22-93)

c. Limits on_Amount of Payments. Payment for reserve bed d will
be the lesser of the following: y y a¥2-6-83)
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. i. Seventy-five percent (75%) of_the audited allowable costs of the
facility _unless the facility serves only ICF/MR residents, in which case the
ayment will be one hundred percent (100%{ of the audited allowable costs of
he facility; or (12-22-88)
ii. The rate charged to private paying patients for reserve bed

days. (4-6-83)

) 05. Payment Procedures. Each long term care facility must submit its
claims to the_Department in accordance with the procedures established by the
Oepartment. The Department will not pay for a claim in behalf of 3 MA recipi-
ent unless the information on the claim is consistent with the information _in
the Department's computer eligibility file. (11-10-81)

. 06, Long-Term Care Facility Responsibilities. In addition to_the
res?ons1b111t1es set forth in_Idaho Department of Health _and Welfare Rules,
Title 03, Chapter 10, "Rules_  Governing Medicaid Provider Reimbursement 1in
Idaho," each long term care facility administrator, or his authorized _repre-
sentative, must report: -1-

94)

a. The fo]]owing information to _the aﬁpro riate Field Office within

three (3) working days of the date the facility has knowledge of: 7-13-89)

i. Any .readmission or discharge of a recipient, and any temporary

absence of a recipient due to hospitalization or therapeutic home v1€}ti3 gg?

ii. Any changes in the amount of a recipient's income; and (1-16-80)

jii. When a  recipient's account has exceeded one thousand four hun-

dred dollars ($1,400) for a single individual or two thousand one__hundred

fifty dollars ($2,150) for a married couple; and (11-10-81)
v

jv._ _Other information about a recipient's finances which potentiall
may affect eligibility for MA. (11-10—81¥

. b. PASARR. A1} medicaid certified nursing facilities must partici-
ate in, cooperate with, and_ meet all_ requirements imposed bg the
readmission $creen1ng and’Annual Resident Reyiew program (hereafter "PASARR")

as set forth in 42 C.F.R., Part 483, Subpart C, which, pursuant to Idaho Code,
67-5229, is incorporated by reference herein. (11-6-93)

. Background and Puraose. The purpose of these provisions is to
com?1¥ with and impiement the PASARR requirements imposed on the state by fed-
geral law. The purpose of those requirements is to prevent the placement of
indiyiduals_ with mental illness_(MI) or mental retardation (MR) in a nursing
facility (NE) unless their medical needs clearly indicate that _they require
the level of care provided bX a nursing facility. This is accomplished by both
gre-adm1ss1on screening (PAS) and annual resident review (ARR). Individuals

or whom it appears that a diagnosis of Ml or MR is_likely are_.identified for
further screening by_means of a Level I screen. The actual PASARR is accom-
glwshed through a"Level II screen where it is determined whether, because of

he individual’s phgs1cal and _mental condition, he or_she requires the level
of services provided by_an NF. If the individual with MI or MR  is determined
to require’-an NF level of care, it must also be determined whether the indi-
vidual requires specialized services. PASARR agp11es to all individuals_enter-
ing or residing in an NF, regardless of payment source. (11-6-23)

) _ii. Policy._ It is the policy of the Department that the djifficulty
in providing _specialized services in the NF_setting makes it generally ipap-
propriate to place individuals needing specialized services in  an . his
policy 1is supported by the backgroind and development of the federal PASARR
requ1rements,'1nc]ud1n% the narrow definition of MI adopted by federal  law.
While recognizing that there are exceptions, it is envisioned that most indi-
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viduals appropriate for NF placement will not require servi of
those rqu?reg to be providgd by NFs by 42 C.F.R? 483.45, (11-6-93)
Med

. iii. Inter-agency agreement. The state Medicaid a%ency will enter
into a written agreement with the state mental health and mental retardation
authorities as “required 1in 42 C.F.R, 431.621(c). This agreement will, among
other things, set forth respective duties and delegation o responsibilities,
and any supp1ementa1 criteria to be used in making determinations.

. . . (a)_The "State mental_ health authority” (hereafter "SMHA") is the
D1g1§1on of Family and Community Services of the Department, or its iggcissgg
entity. . -1-

. gbz "State mental retardation or developmental disabilities
authority” (hereafter "SDDA") is the Division of Family and Community Services
of the Department, or its successor entity. (11-6-93)

jv. Coordination. The PASARR process is a coordinated effort between
the state Medicaid agency, the SMHA and SDDA, independent evaluators and S.
PASARR _activities, .to the _extent possible, will be coordinated through the
Regional Medicaid Units (RMUS%: RMUs will aiso be responsible for record
retention and track1n% functions. However, NFs are resgons1b1e for assur1ng
that al] screens are gbtained and for coordinaticn with the RMU, independen
MI evaluators, the SMHA and SODA, and their designees. Guidelines and proce-
dures on how to comply with these requirements can be found 1in "Statewide
PASARR Procedures," a reference guide. (11-6-93)

(a)  Level I Screens. A1l required level I reviews must be completed
and submitted to the RMU, prior to admission to the facility.

ab) Level II Screens. When a NF identifies an individual with MI
and/or MR “through a level [ screen, or otherwise, the NF is responsibie for
contacting the SMAA or SDDA (as agpropr1ate , Or its_ designee, and_  assuring
that a level II screen is completed prior to admission to the facility, or in

the case _of an existing resident, completed in order to continue res1d1ng in
the facility. (11-6-93)

(c& Annual Resjdent Reviews (ARR). Those individuals identified with
gl g?d{or MR must be reviewed annually as a condition of continued st% 11g 523
acility. ~6-

. v. Determinations. Determinations as to the need for NF care and
determinations as to the need for specialized services should not be made
independently. Such determinations must often be made on an_individual basis,
taking into account the condition of the resident and capability of the facil-
ity to which admission is ﬁroposed to furnish the care_needed. When an indi-
vidual identified with MI and MR is admitted to a NF, the NF is responsible

for meeting that individual's needs, except for the provision of specialized
services. 7-1-

(a) Level of care. . (11-6-93)
. (1) Individual determinations. Must be based on evaluations and data
as required by these rules. (11-6-93)

. (2): Catagorical determinations. Recognizin% that individual determi-
nations of level of care are not always necessary, those catagories set forth
as examples at 42 C,F.R, 483.130(d) are hereb¥ adopted as 4&ppropriate for
catagorical determinations. When NF level of care is determined appropriate
categorically, the individual may be conditionally admitted prior to comple-
tion” of the determination for specialized services, However, conditional
admissions cannot exceed seven (7) days, except for respite admission which
cannot exceed thirty (30) consecutive days in one (1; calendar year. ?11-6-93)
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. Specialized services. Specialized seryices for mental jllness as
defined 11n 42 C.F.R. 483.120(a)(1), and for mental retardation as defined in
42 C.F.R. 483.120(a)(2), are those seryices provided by the state which due to
the 1nten$1t¥ and scope can on]x.be delivered b¥.personne1 and programs which
are not_included in the sEecma jzed rehabilitation services required of nurs=
ing facilities under 42 C.F.R. 483.45. The need for specialized services must
be documented and included in both the resident assessment instrument apnd the

-

plan of care. (11-6-93)
(1) Individual determinations. Must be based on evaluations and data
as required by these rules. 1-6-33)

ized services_are_not needed max.be made in those situations germitted
i

b
C.F.R. 483.130. The same time limits, imposed by Subsection 60.06.b.v,(§)
shall apply. (11-6-

9

(2) Group determinations. Catagorical determinations that specia
. vi. Penalty for non-compiiance. No payment shall be_ made for any
services rendered a NF prior_to completion of the level I screen and, iT
reguired, the level Il screen. Failure to comply with_PASARR requirements for
alT _individuals admitted or seeking admission may also subaect a NF to other
penalties as part of certification action under 42" CFR 483.20. . (11-6-93)

vii. Agpea]s: Discharaes, transfers, and preadmission screening and
annual resident _review (PASARR) determinations may be appealed to the extent
required by 42 C.F.R., Part 483, Subpart E, which, “pursuant to Idaho Code

67-5229, 1s incorporated by 'reference herain. Appeals under this ﬁara%raoﬁ
shall be made in agcordance with the fair _hearing provisions_ of _the Idaho
Department of Health and _Welfare, "Rules Governing Contested Case Proceedings
and Declaratory Ru11nas".IDAPA 16, TITLE 05, Chapter 03, Section 300. A level
I finding of MI_or_ MR is not an appealable determination. It may be d1sguted
as part of a level II determination appeal. (11-6-93)

)

viii.Automatic repeal. In the event that the Preadmissicn Screening
and Annual Resident Review program is eliminated or made non-mandatory by act
of congress, the provisions of Subsection 160.06.b. of this chapter shall

t . .
cease "to be operative on the effective date of any such act, without further
action. (11-6-93)

07. Provider Application and Certification. (1-16-80)
a. A facility can appl to articipate as a nursin facility.
y pply p p g (7_1_9X)

b. A facility can appl to articipate as an ICF/MR facility.
y pply p p (1-16-86)

08. Licensure and Certification. (7-13-89)

a. Upon receipt of an application from a facility, the Licensing
and _Certification Agency must conduct a survey to determine the facility's
compliance with certification standards for the type of care the fac111t{ pro-
poses to provide to MA recipients. - : (7-13-89)

... b. If a facility pro?oses to_ participate as a skilled nursing
facility, Medicare (Title XVIII) certification and program participation 15
required before the facility can be certified for Medicaid, The Licensing and
Certification Agency must  determine the facility's compliance with Medicare

requirements and recommend certification to the Medicare Agency. (7-1-94

. c. If_the Licensing and Certification Agency  determipes that a
acility meets Title XIX certification standards for nursing facility care or
CF/MR, .the Section must certify to the approgr1ate branch of governmept that
he facility meets the standards for NF or ICF/MR types of care. (7-1-94)

ct1—h
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. ., d. Upon receipt of the certification from the Licensin% and Certi-
fication Ageng¥, the Bureau may enter into a provider agreement with the_ _lon
term care facility. (7-13-89?

.. e. After the ﬁrovider agreement has been executed by the Facility
Administrator and by the Chief_of the Bureau, one.(l% copy must be sent by
certified mail to  the facility and the original is to be reta12§?_?6_§?§

Bureau.

.09. Determination of Entijtlement to Long-Term Care. Entitlement_ to
MA participation in the cost of long-term care éxists when the individual is
eligible for MA and the RNR has determined that_the individual meets the cri-
teria for NF or ICF/MR care and services. Entitlement must be_determined prior
to authorization of _payment for such care for an individual who is either a
recipient of or an applicant for MA, ?7-1-94)

. a. __The criteria for determining a MA recipient's_ need for either
nursing fac1]1t% care or intermediate care for the mentally retarded must be
as set forth in Manual Subsections 180.03 or 180.08. In addition, the I0C/UC
nurse must determine whether a MA recipient's needs could be met by
noninpatient alternatives 1nc1udlng, but not limited to, remaining in an inde<
pendent living arrangement or residing in a room and board situation. (7-1-94)

b. The recipient can select any certified facility to provide the

care required. (11-10-81)
. . €. The final decision as to the level of care required by_a MA
recipient must be made by the IOC/UC Nurse. %7-1-94)

d. The final decision as to the need for DD or MI active treatment
must be made by the appropriate Department staff as a result of the L[evel I]
screening process. 7-13-89)

. e. . No payment must be made by the Department on behalf of any eli-
g1b1e MA_recipient to any long-term care facility which, in the_  judgment of

he IOCT/UCT is admitting_individuals for care or services which are_beyond
the facility's licensed level of care or capability. (7-1-94)

) 10. Authorization of Long-Term Care Ea¥ment. If it has  been deter-
mined that a person eligible for MA is entitled to MA participation in the
cost of long-term care, and that the facility selected by the recipient is
licensed and certified to provide the level of care the recipient requires,
the Field Office will forward to such facility an "authorization for Long-Term

Care Payment" form HW 0459. (7-1-94)

161. _HOSPITAL SWING-BED REIMBURSEMENT. The Department will gay for NF care

in_certain rural hospitals. Fo110w1n% approval by the Department, such haospi-
s

tals may provide service to recipients who require NF level of care as defined
by Manual Subsection 180.03 in licensed hospital ("swing") beds. (7-1-94)

01. Facility Reguirements. The Department will ap?rovg hospitals for
NF care provided to eligible recipients under the following condvtiogs:

(7-1-94)

) a, The Department's Licensure and Certification Section finds the
hospital "in:.conformance with the requirements of 42 CFR 482.66 "Special
Requirements" ~ for = hospital providers of Tlong-term care services
("swing-beds"); and (8-23-90)

b.. The hospital is approved by the Medicare program for the_provi-

sion of "swing-bed" segvices; angp y PTog (521-84)
. c. The faci1it¥ does not have a twenty-four (24) hour _nursin
waiver granted under 42 CFR 488.54(c); and (8-23-903
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C d.  The hospital must not have had a swing-bed approval terminated
w1§h1n the two (2) years previous to application for swing-bed partifép§§188§
an -23-

e. The hosgita] must be licensed for less than one hundred 51 3
beds as defined by 42 CFR 482.66(a)(1l) for swing-bed purposes; and (8-23-

0

0

f. NF services in swing-beds must be rendered in beds used r
changeably to furnish hospital or NF type services. ' 4
. 02. Recipient Re?uirgments. The Department will reimburse ho 1

for recipients under the following conditions: ( 4

a. . The recipient is determined to be entitled to such servij
accordance with Subsection 080.01; and (

L B U R |

. b. . The recipient is authorized for payment in accordance wi
section 160.10.; and

. 03. . Reimbursement for "Swing-Bed" Patient Days. The Department_.
re1?b¥¥se swing-bed hospitals on a per diem basis utilizing a rate estab
as follows: ' -

a. ) i 2 §
average Medicaid rate per patient day paid to hospital based NF/ICF facil
for routine services furnished dur1ng the ?rey1ous calendar year. _I
facilities' rates are excluded from the calculations. (7-

»Xo o oo — O B
LN o TV, © WA NP/ o W R g |

;
3
Payment rates for routine NF services will be at the weig
3
o
1

. The rate will be_calculated by the Department_by March 15th of
each calendar year. The rate will be based on the previous calendar year and
effective retroactively for dates of service on or after January 1 of the
respective year. (8-23-90)

c.. .The weighted average rate for NF sw1ng-bed,da¥s will be calcu-
lated by dividing total ?ayments,for routine services, including patient con-
tribution amounts but excluding miscellaneous financial transactions relating
to prior Kears, by tota] patient days for each respective level of care_occur=
ring in the previous calendar year. (7-1-94)

. d. Routine _services as  addressed in Subsections 160.01.a include
all medical care, supplies, and services which are inciuded in the calculatioen
of nursing facility proper€¥ and nonpro?erty costs as described 1in Idaho
Department of Health and Welfare Rules, Title 03, Chapter 10, "Rules Governin
Medicaid Provider Reimbursement in Idaho." (7-1-94

., _The Department will pay the lessor of the established rate, the
charge, or the facility's charge to private pay patients for
" services. (8-23-90)

"swing-

e
faci]itg’s
ed

. f. Reimbursement of ancillary services not_included in the nursing
facility rates furnished for extended care services will_be billed and deter-
mined in the same manner as hospital outpatient reasonable costs in accordance
with Medicare reasonable cost principles, except that reimbursement for pre-
scription drugs will be in accord with Section 126. (7-1-94)

. . g. The_number of swing-bed,days.that may be reimbursed to a pro-
vider in” a twelve (12) month period will be 1imited to the greater of one
thousand ninety five (1,095) days which may be prorated over a shorter fiscal
period or, fifteen percent {15%) of . the product of the average number of
available licensed beds in the hospital in the period and the numbér of daﬁs
in the fiscal period. (8-23-90)
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